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 K0000A Life Safety Code Recertification 

Survey was conducted by the Indiana 

State Department of Health in accordance 

with 42 CFR 483.470(j).

Survey Date:  08/13/12

Facility Number:  000670

Provider Number:  15G133

AIM Number:  100234210

Surveyor:  W. Chris Greeney, Life Safety 

Code Specialist

At this Life Safety Code survey, ARC of 

Northwest Indiana Inc. was found not in 

compliance with Requirements for 

Participation in Medicaid, 42 CFR 

Subpart 483.470(j), Life Safety from Fire 

and the 2000 edition of the National Fire 

Protection Association (NFPA) 101, Life 

Safety Code (LSC), Chapter 33, Existing 

Residential Board and Care Occupancies.

This tri-level facility was not sprinklered.  

The facility has a fire alarm system with 

smoke detection on all levels including 

corridors, common living areas and 

sleeping rooms.  The facility has the 

capacity for 5 and had a census of 3 at the 

time of this survey.
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Calculation of the Evacuation Difficulty 

Score (E-Score) using NFPA 101A, 

Alternative Approaches to Life Safety, 

Chapter 6, rated the facility Prompt with 

an E-Score of 0.15.

Quality Review by Robert Booher, Life Safety 

Code Specialist-Medical Surveyor on 08/17/12.

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by the 

following:
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483.470(j)(1)(i) 

LIFE SAFETY CODE STANDARD 

Utilities comply with Section 9.1.     32.2.5.1, 

33.2.5.1

To assure further compliance the 

two existing standard outlets 

located in the kitchen were 

replaced with two 20amp GFI 

units.

08/15/2012  12:00:00AMKS046Based on observation and interview, the 

facility failed to verify 2 of 2 kitchen 

counter electrical outlets were provided 

with ground fault circuit interrupter 

(GFCI) protection against electric shock.   

LSC 9.1.2 requires electrical wiring and 

equipment shall be in accordance with 

NFPA 70, the National Electrical Code.  

NFPA 70, Article 210.8, Ground-Fault 

Circuit-Interrupter Protection for 

Personnel, in 210.8(A), Dwelling Units, 

requires ground-fault circuit-interrupter 

(GFCI) protection for all personnel in 

bathrooms, and kitchens at receptacles 

intended to serve the counter top surfaces.  

Note: Moisture can reduce the contact 

resistance of the body, and electrical 

insulation is more subject to failure.  This 

deficient practice affects all clients in the 

facility.

Findings include:

Based on observation with the Area 

Manager on 08/13/12 during a tour of the 

group home from 2:30 p.m. to 3:15 p.m., 

the kitchen counter had two electrical 

outlets within two feet of each side of the 

kitchen sink.  The two outlets were not 

outlets designed for GFCI protection at 

the outlet.  Observation of the electrical 
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panel box indicated no evidence the 

breakers assigned to those outlets were 

GFCI protected.  This was acknowledged 

by the Area Manager at the time of 

observations.  Interview with the Area 

Manager during the observation could not 

confirm the two outlets were on a GFCI 

protected circuit.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: DZYJ21 Facility ID: 000670 If continuation sheet Page 4 of 4


